Pneumo coccal bacteremia secondary to acute epig lottitis is relati vely rare, and all previou sly reported cases occurred in immunocompromised patients . We report a case ofpn eumococcal bacteremia associated with acu te epiglottitis and retropharyngeal soft-tissue inflammation with upper airway narrowing that occurred in an otherwise healthy patient. /n light of our uniqu e finding, we recomm end that pn eumo coccal bacteremia be suspected in an otherwise healthy pat ient who has systemic manifestations asso ciated with acute epig lottitis.
Introduction
Strepto coccus pneumoniae is known to cause several soft-tissue infections, including epiglottitis.1·4 There are reports of bacteremic pne umococcal epiglottitis in immunocompromised adult s.I·, In this article, we report a case of pneumococcal bacterem ia secondary to acute epiglottitis and retropharyngeal soft-tissue inflammation in an immunocompetent adult, a finding that we believ e has not heretofore been reported.
Case report
A 6 1-year-old black woman sought evaluation for sore throat and diffic ulty swallowing and breathing of 5 days ' duration . She had a history of tonsi llectomy and bronchial asthma, whic h was managed with inha lation albuterol and ipratropium bromide. She also had a history of droo ling and mucopurulent secretions. She denied any cough, fever, nasal disc harge, headache, or hemoptysis. Her physica l exam ination revealed congestion in her throat and tonsillar foss ae and minimal stridor. Her temperature was 104.8°F. Findings on the remainder of the phy sical examination were unremarkable. Indirect laryngoscopy detected an eryt hematous and swo llen epiglotti s but norma l voca l folds . Her white blood cell count was 17,200lfll with a left shift. The chest radiograph was negative for any infiltrate. Computed tomography of the neck showe d thickening of the epiglottis, retrop haryngeal soft-tissue swelling, and compromise of the airway in the subglottic reg ion. Two sets of blood cultures and a thro at culture were performed.
Bec ause the patient was allergic to penici llin, she was started on levofloxacin and c1indamycin. She was also given an intravenous corticosteroid bec ause of her airway compromise. Her blood cultures grew penicillin-sensitive S pneumoniae, but the throat culture con tained only mixed flora . Therefore, the c1indamycin was discontinued. Transthoracic echocardiography fai led to detect any cardia c vegetation. After the patient developed a rash, she was switched from levofloxacin to azithromycin. She gradually improved and her leukocytosis reso lved. Her CD4 1ymphocytecount and CD4/CD8 ratio were normal. Tests for human immu nodeficiency virus infection and serum antinuclear antibodies were also nega tive . She was disc harged in good health after 2 week s of therapy.
Discussion
Pneumococci are a major cause of pneu mon ia, empyema, otit is media, septic arthritis, septicemia, and mening itis.' However, this organism is rarely considered in the differential diagnosis of other org an-site infections. There are limited number of case reports of infections invol ving the skin, fascia, tongue, epiglottis, thyroid , brain , and breast caused by this organism. remia have been repor ted, and all occ urred in immunocompromised patient s.1-3 As described by DiNubile et aI, two of these patients had underlying syste mic lupus erythematosus.I DiNubile et al sugges ted a possible association between pneum ococcal soft-tiss ue infections and co nnective tissue disease. Two other patients had mult iple myeloma, which has a well-known association with defective hum oral immunity.v' Of the remaining two patients, one had lymph oma and one had leukemi a, and they were treated with chemotherapy. 2 Our patient did not have any of these clinical conditions. Berg et al published an additional repor t of five cases of pneum ococcal bacteremia seco ndary to acute epiglottitis, but they did not clearly specify any underlying conditions.'
The mucosal epithelium of the nasopha rynx is the primary site of pneum oco ccal coloni zation." S pneum oniae is known to cause infections of the middl e ear , sinuses , trachea, bronchi, and lungs by direct sprea d of the organisms from the prim ary site of colonization. 5 Therefore, the involvement of the epiglottis and the retropharyngea l space in our pat ient can probably be attributed to the direct spread of the organisms from the previous colonization site in her nasoph arynx.
The prevalence of pneumococcal disease is higher in patients with altered pulm onary clearance-for exa mple, in those who have chro nic bronchitis, asthma, or chron ic obstructive lung disease.' Incidence is inversely related to ambient temperature; it reaches its peak durin g the middle of winter and is directly assoc iated with the peak incidence of viral respiratory disease.' Our pat ient did not have a history of diabetes or alcoholism, which are also known to be more comm on in patients with pneumococcal diseas e. However , she did have a history of bronchial asthma, and her infec tion was diagnosed in the middl e of winter. These two factors may have co ntributed to her acquisition of pneum ococcal disease, but they do not explain why she became bacteremic.
There is no specific reco mmendation in the literature on the choice and durati on of antibiotic therapy for bacteremic pneumo coccal epiglottitis. Man agement guidelines establi shed for bacteremic pneumococcal pneum onia may be used in these cases. Because of the high prevalence of penicillin-resistant pneumoc occi, it is reaso nable to initiate an intravenous third-generation cephalosporin (e.g ., cefo taxime or ceftriaxo ne) or a fluoro quinolone (e.g., levofloxacin)." The average durati on of fever is 6 to 7 days, and antibio tic therapy is genera lly continued until the patient is afebrile for 72 hours." However, bacteremia associated with pneumococcal pneum onia is not a contraindication for switching therapy to an oral antibiotic." Based on these guidelines, the total duration of therapy for a case of bact ere mic pneumococcal epiglottitis should range from IO to 14 days. 730 Soft-ti ssue infecti on and bacterem ia ca use d by S pn eumoniae is probabl y under-reported and thu s its prevalence is most likely underestimated . The case 'of our patient indicates that bacteremia can be associated with such an infection eve n in the absence of an und erlying immunosuppressive condition. Detection of bacteremia associated with epig lottitis influences the choice of antibiotic, the route of administration, and the dur ation of therapy. We conclude that pneum ococcal bacteremia should be suspected in otherwise healthy pati ent s who have systemic manifestations assoc iated with acute epiglottitis.
